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This day carereceipt contains the items the Internal Revenue
Code requires:
1. Itissigned by the provider of service - "Ima Sitter"
2. It contains adescription of the services - "day care services'
3. Itexplicitly lists "5-1-99 to 5-31-99" as the range of the dates

that the day care was provided.
4. It includesthe amount charged for the day care "$300.00";
not necessarily the amount paid.

I prowided day care services for Mike Rideick

5. Itidentifiesthe person for whom the day care was provided - From 5-1-83  to 2~31-99 The total sum for
"Mike Riddick"
Day care documentation must contain all of theseitemsin order services provided was §300 00
to be processed.
Signed Twen Seten
We must be able to identify the participant Tina Sitter
123 Wlain Street
Columbia, MO 65203
So 123-45-678%
v CLAIM FORM v
Please read requivements on reverse side
Riddicks JehuuM AST 111 — 22 — ey
Last Hame, First Hame Esmployer Social Security Hurber
1o E. AsA St Colltmbia MO 85203
Strect Address City,State,Zip

Dependent Care Assistance (day care, babysitting, etc) Separate dependent care documentation is not required if

P Sernce Penod | Mic, Addrezaddd Tax Faper 4 duaer of Frowder of Rrice 2 2mces | 45T ml? 1 q
pamctopei Ao st _ il _ S S the provider signs the form after the dependent care
Mike 10 54 |aa | Ime Sitber, 123 Main S ColumBia 70 | 300 on ion is Compl eted
Total Dependent Day Care Claim —— | 300.00 { 1. "William See, WD
I provided the dependent care as stated above Ophthalmnl Dg}r
Care Provider's axiginal signature Date SSANTax IO 2020 Fewn ot
Medical Benefits Crystabview, MO 65201
Date Hame and relationship of | Amount that is | 45T yse
ate Care | Hame of Service Person for who! yor ml i
Provided® Provider Expense Description ix:\:::e‘d o Epee responshility o Service o Char ge
52555 | T williewm Sos (LT Ty Trers Moy - decnghier 10.00 Diate Description for Services
5/15/99 Eve Exam $10.00
[ Total Medical Amount Requested — W | 10.00 EE Moy Ridelick:
; Please arrange dooumentation in order listed abowve.

Rl SR S S Thishealth care service statement contains the items the

The undersizned participant in the Plan certifies that all sxpenses foywhich reiwbursement or payment is claimed by

submission of this form wers incurred during a period whils the undersigned was coversd under hisher employer's Flexible Internal Revenue Code requires;
Spending Plan with respect to such expenses and that the expenses have not been rei d and are not ref le from H TF1 H 1 _n HIH
any other source. Any Dependent Care Assistance expenses claimed here were provided for my dependent under the aze of 13 1' It Idmtl fl €s the prOVI da‘ Of service I . WI I I lam
or for a dependent who is incapable of self care. The undersigned fally understands that he or she alone is fully responsible for % M D"
the sufficiency, acourary, and veracity of all information relating to this claim which is provided by the undersizned, and that d - oo .
unless an expense for which payment o reinbarsement i claimed 15 2 proper expense under the Plan, the undersigned may be 2_ It COﬂtaI nsa de&rl pt| on Of the SerVICesS - " Eye
Liable for payment of all related taxes inchiding federal, state, or local income tax on amounts paid from the Planwhich relate
to such expense. Exam "
Dodees W, Bicletiels 12/29/99 3. It explicitly states the date of the eye exam -
Employee Signature Date n 5/ 15/99"

4. It includes the amount charged for the exam
"$10.00"; not necessarily the amount paid at the

The participant must sign the claim form. time of service. .
5. Itidentifiesthe person receiving the eye exam -
) "Mary Riddick"
Every request and all documentation must Medical documentation must contain all of these items

contain all the items shown in blue in order to be processed.
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